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KEY MESSAGES
 More empathic primary care practitioners have lower burnout scores.
 Practitioners working in rural areas have significantly lower levels of empathy than their urban counterparts
have.
 Interventions designed to foster attributes and skills such as empathy, resilience, and doctor–patient com-
munication may help to reduce and prevent burnout.
ABSTRACT
Background: Burnout is a growing problem among healthcare professionals and may be miti-
gated and even prevented by measures designed to promote empathy and resilience.
Objectives: We studied the association between burnout and empathy in primary care practi-
tioners in Lleida, Spain and investigated possible differences according to age, sex, profession,
and place of practice (urban versus rural).
Methods: All general practitioners (GPs) and family nurses in the health district of Lleida (popu-
lation 366 000) were asked by email to anonymously complete the Maslach Burnout Inventory
(MBI) and the Jefferson Scale of Physician Empathy (JSPE) between May and July 2014. Tool con-
sistency was evaluated by Cronbach’s a, the association between empathy and burnout by
Spearman’s correlation coefficient, and the association between burnout and empathy and socio-
demographic variables by the v2 test.
Results: One hundred and thirty-six GPs and 131 nurses (52.7% response rate) from six urban
and 16 rural practices participated (78.3% women); 33.3% of respondents had low empathy,
while 3.7% had high burnout. The MBI and JSPE were correlated (P< .001) and low burnout was
associated with high empathy (P< .05). Age and sex had no influence on burnout or empathy.
Conclusion: Although burnout was relatively uncommon in our sample, it was associated with
low levels of empathy. This finding and our observation of lower empathy levels in rural settings
require further investigation.
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Introduction
The doctor–patient relationship has undergone dra-
matic changes in recent years.[1] Increasing access to
information, social changes, and patient-centred care
has modified the role of practitioners and increased
patient autonomy.[2] In response to these changes,
the medical community has realized the importance of
both increasing awareness among medical students
and practitioners of the impact of doctors’ attitudes
on clinical outcomes and patient satisfaction and
of fostering the acquisition of necessary skills and
strategies.[3] Communication skills, resilience, and
empathic engagement are all important tools but it
should not be forgotten that empathic practitioners
are at greater risk of empathic stress (suffer with the
suffering of others) and burnout.[4–6]
A study published by the European General Practice
Research Network in 2008 reported that burnout was a
common problem across Europe and a source of health
problems among primary care practitioners.[7,8]
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Numerous studies have investigated the causes of
burnout and proposed mechanisms to reduce this state
of emotional, mental, and physical exhaustion,[9] and it
has even been argued that burnout prevention should
begin during college years.[10] Empathy refers to the
ability to understand the experiences and feelings of
another person and to communicate this understand-
ing to them.[11] This attribute has been associated,
either theoretically or empirically, with some factors
such as respect, prosocial behaviour, moral reasoning,
positive attitudes towards elderly people, the ability to
create a good medical history, increased physician and
patient satisfaction, and favourable clinical out-
comes.[12] Preliminary reports by Hojat et al. [13] of a
positive association between physician empathy and
improved clinical outcomes (in their case diabetes con-
trol) have subsequently been confirmed in similar stud-
ies,[14] including recent work by our group that found
a positive association between physician and nurse
empathy and improved hypertension control (manu-
script submitted for publication).
Fostering skills such as empathy and resilience
among practitioners may improve work engagement,
doctor–patient communication and satisfaction, and
treatment adherence.[15] helping to reduce burnout
and ultimately improve patient outcomes.[13,14] In a
recent psycho-educational programme undertaken in
Barcelona, Spain, a mindfulness intervention was seen
to improve empathy and reduce burnout in primary
care practitioners.[16]
The association between empathy and burnout has
been investigated from numerous approaches and low
empathy appears to be associated with high burnout,
and in particular with certain components of burn-
out.[17,18] In 2014, a Canadian team found evidence
that cognitive empathy may have a protective role in
burnout among primary care practitioners but more
studies are needed.[19] In a recent study, our group
found high empathy to be significantly associated
with low burnout, but we found no link to sick leave
prescribing practices.[20]
The aim of this study was to determine the level of
empathy and burnout among general practitioners
(GPs) and family nurses in a large health district in
Lleida, Spain, to investigate the association between
these two states.
Methods
Study design and participants
We performed a cross-sectional descriptive study with
volunteer participants. In total, 507 GPs and family
nurses working in 22 primary care centres in the
health district of Lleida, Spain (population of
>366 000) were contacted by email and asked to com-
plete an anonymous empathy and burnout survey
between May and July 2014; 267 (136 GPs and 131
nurses) agreed to participate (response rate, 52.7%).
Instruments and variables
Burnout was measured using the Spanish version of
the Maslach Burnout Inventory, a widely used and vali-
dated 22-item scale that measures three domains:
emotional exhaustion, depersonalization, and personal
accomplishment.[21] Empathy was measured using the
validated Spanish version of the Jefferson Scale of
Physician Empathy (JSPE),[22] which is also a widely
recognized scale, consisting of 20 items.[23] Both
scales are rated using a seven-point Likert-type scale,
with high scores indicating high burnout and high
empathy. The following sociodemographic data were
recorded: age, sex, profession (GP, paediatrician, or
nurse), and place of practice, i.e., urban (centres
located in the capital city) versus rural.
Data analysis
The initial analysis consisted of a descriptive study of
the qualitative variables and scores on the MBI and
JSPE. The reliability of the instruments was tested by
calculating Cronbach a, which was 0.733 for the MBI
and 0.748 for the JSPE. The Kolmogorov–Smirnov,
Lilliefors and v2 tests were used to test the normality
of distribution of the questionnaire scores and choose
the most appropriate correlation coefficient measure
(Pearson correlation coefficient for normally distributed
data and Spearman rank correlation coefficient for
non-normally distributed data).
To analyse the association between sociodemo-
graphic variables and JSPE and MBI scores, we
grouped the scores into three categories—low, moder-
ate, and high—following a previously described
system.[20] All the results were presented with 95%
confidence intervals and rural settings were estimated
using crude odds ratios. The results’ associations were
compared using the v2 test and effect sizes for differ-
ences between urban were disaggregated according
to age, sex, profession, and place of practice. For the
data analysis, descriptive means of frequency, percen-
tages, and standard deviations were calculated using
SPSS version 15.0.
Ethical and confidentiality aspects
The study was approved by the clinical research ethics
committee of the Jordi Gol Institute for Research in
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Primary Care (IDIAP) number P14/034. Maintenance of
confidentiality and anonymity of data conformed to the
Spanish Data Protection Law 15/1999. All data were
coded and accessible only to the primary care informa-
tion system technician who cross-referenced the data.
Because the database was anonymous, at no time
could the researchers identify the study participants.
Results
Description of sample
The sample was composed by 136 GPs (50.9% of the
sample) and 131 nurses (49.1%) with a median age of
48 years (31–65 years). There were 209 women (73.3%)
and 58 men (16.8%). Six of the 22 health centres were
urban and 16 were rural.[24] Table 1 summarizes the
characteristics of the sample and their scores on the
MBI and JSPE.
Burnout and empathy results
According to the overall MBI scores, 157 respondents
(58.8%) had low burnout, 100 (37.5%) had moderate
burnout, and 10 (3.7%) had high burnout. Eighty-nine
respondents (33.3%) had low empathy, 88 (33%)
had moderate empathy, and 90 (33.7%) had high
empathy (Table 1) A summary of the correlation ana-
lysis between empathy and burnout scores and their
dimensions is shown in Table 2.
Empathy and burnout in urban and rural practices
We observed a significant difference for empathy
(P¼ .019) but not burnout levels according to place of
work (urban versus rural): high empathy was more
common in urban practices (41.4%), while low
empathy was more common in rural practices (39.7%).
No significant differences were found for age of
respondents according to place of work. Figure 1
shows the distribution of burnout scores in the differ-
ent domains of the MBI according to place of work.
Emotional exhaustion and depersonalization scores
were both lower in rural areas.
Association between empathy and burnout among
nurses and GPs
Table 3 summarizes the relationship between empathy
and burnout among nurses. We observed a significant
association between high empathy and low burnout
(P< .05). Moreover, this association was significant for
two of the domains of the MBI: depersonalization
and personal accomplishment. Table 4 shows the
Table 1. Description of sample, sociodemographic information, empathy and burnout depending on its place of practice.
Urban (n¼ 111) Rural (n¼ 156) Crude effect (OR)
n (%) 95%CI n (%) 95%CI OR (95%CI) P
Age (years)
31–40 26 (23.4) (15.5–31.3) 34 (21.7) (15.3–28.2) 1 (ref.) .915
41–50 40 (36.1) (27.1–44.9) 55 (35.2) (27.7–42.7) 1.05 (0.552.1) .880
>50 45 (40.5) (31.4–49.6) 67 (42.9) (35.1–50.7) 1.14 (0.6–2.1) .689
Profession
Nurse 50 (45.1) (35.7–54.3) 81 (51.9) (44.1–59.7) 1 (ref.) .409
General practitioner 50 (45.1) (35.7–54.1) 65 (41.6) (33.9–49.4) 0.8 (0.4–1.3) .398
Paediatrician 11 (9.8) (4.3–15.4) 10 (6.4) (2.5–10.2) 0.56 (0.2–1.4) .221
Sex
Male 21 (18.9) (11.6–26.2) 37 (23.7) (17.1–30.3) 1 (ref.) .350
Female 90 (81.1) (73.7–88.3) 119 (76.2) (69.6–82.9) 0.75 (0.4–1.3)
Empathy (JSPE)
Low 27 (24.3) (16.3–32.3) 62 (39.7) (32.0–47.4) 1 (ref.) .019
Moderate 38 (34.2) (25.4–43.1) 50 (32.1) (24.7–39.3) 0.57 (0.3–1.1) .077
High 46 (41.4) (32.2–50.6) 44 (28.2) (21.1–35.2) 0.42 (0.2–0.7) .005
Burnout (MBI)
Low 63 (56.7) (47.5–65.9) 94 (60.2) (52.5–67.9) 1 (ref.) .776
Moderate 43 (38.7) (29.6–47.8) 57 (36.5) (28.9–44.1) 0.89 (0.5–1.4) .648
High 5 (4.5) (0.6–8.3) 5 (3.2) (0.4–5.9) 0.67 (0.1–2.4) .540
The crude effect estimates the effect of the urban/rural location over each variable, the reference group is noted using (ref.).
Table 2. Correlation coefficients for the Jefferson Scale of Empathy and the Maslach Burnout Inventory.
Spearman correlation (P-value) Emotional exhaustion Depersonalization Personal accomplishment Empathy (JSPE)
Overall burnout score (MBI) 0.7 (<.001) 0.6 (<.001) 0.5 (<.001) 0.2 (<.001)
Emotional exhaustion 0.4 (<.001) 0.3 (<.001) 0.1 (.037)
Depersonalization 0.4 (<.001) 0.2 (<.001)
Personal accomplishment 0.3 (<.001)
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Figure 1. Distribution of burnout scores according to the different domains of the Maslach Burnout Inventory and place of prac-
tice (urban versus rural).
Table 3. Association between levels of empathy and burnout among family nurses. The negative 95% confidence intervals are
due to approximation of the normal distribution of categorical variables and low sample size.
Low empathy Moderate empathy High empathy
n (%) 95%CI n (%) 95%CI n (%) 95%CI n P-value
Burnout 131 .011
Low 23 (51.1) (36.5–65.7) 32 (71.1) (57.8–84.3) 31 (75.6) (62.4–88.7)
Moderate 21 (46.6) (32.1–61.2) 13 (28.8) (15.6–42.1) 10 (24.3) (11.2–37.5)
High 1 (2.2) (–2.1–6.5) 0 (0) (0–0) 0 (0) (0–0)
Emotional exhaustion 131 .221
Low 23 (51.1) (36.5–65.7) 32 (71.1) (57.8–84.35) 27 (65.8) (51.3–80.3)
Moderate 12 (26.6) (13.7–39.5) 7 (15.5) (4.9–26.1) 7 (17.1) (5.5–28.5)
High 10 (22.2) (10.1–34.3) 6 (13.3) (3.4–23.2) 7 (17.1) (5.5–28.5)
Depersonalization 131 .038
Low 25 (55.5) (41.1–70.1) 32 (71.1) (57.8–84.3) 33 (80.4) (68.3–92.6)
Moderate 17 (37.7) (23.6–51.9) 10 (22.2) (10.1–34.3) 6 (14.6) (3.8–25.4)
High 3 (6.6) (–0.6–13.9) 3 (6.6) (–0.6–13.9) 2 (4.8) (–1.7–11.4)
Personal accomplishment 131 <.001
Low 5 (11.1) (1.9–20.2) 3 (6.6) (–0.6–13.9) 1 (2.4) (–2.2–7.1)
Moderate 24 (53.3) (38.7–67.9) 14 (31.1) (17.5–44.6) 9 (21.9) (9.2–34.6)
High 16 (35.5) (21.5–49.5) 28 (62.2) (48.1–76.3) 31 (75.6) (62.4–88.7)
Table 4. Association between levels of empathy and burnout among general practitioners. The negative 95% confidence inter-
vals are due to approximation of the normal distribution of categorical variables and low sample size.
Low empathy Moderate empathy High empathy
n (%) 95%CI n (%) 95%CI n (%) 95%CI n P-value
Burnout 136 .001
Low 15 (34.1) (20.1–48.1) 21 (48.8) (33.9–63.7) 35 (71.4) (58.7–84.1)
Moderate 25 (56.8) (42.1–71.5) 18 (41.8) (27.1–56.6) 13 (26.5) (14.1–38.8)
High 4 (9.1) (0.6–17.5) 4 (9.3) (0.6–17.9) 1 (2) (–1.9–6)
Emotional exhaustion 136 .061
Low 21 (47.7) (32.9–62.4) 21 (48.8) (33.9–63.7) 30 (61.2) (47.5–74.8)
Moderate 6 (13.6) (3.5–23.7) 9 (20.9) (8.7–33.1) 10 (20.4) (9.1–31.6)
High 17 (38.6) (24.2–53.1) 13 (30.2) (16.5–43.9) 9 (18.3) (7.5–29.2)
Depersonalization 136 .004
Low 17 (38.6) (24.2–53.1) 26 (60.4) (45.8–75.1) 37 (75.5) (63.4–87.5)
Moderate 15 (34.1) (20.1–48.1) 12 (27.9) (14.5–41.3) 4 (8.1) (0.5–15.8)
High 12 (27.2) (14.1–40.4) 5 (11.6) (2.1–21.2) 8 (16.3) (5.9–26.6)
Personal accomplishment 136 <.001
Low 10 (22.7) (10.3–35.1) 3 (6.9) (–0.6–14.5) 2 (4.1) (–1.4–9.6)
Moderate 24 (54.5) (39.8–69.2) 21 (48.8) (33.9–63.7) 9 (18.3) (7.5–29.2)
High 10 (22.7) (10.3–35.1) 19 (44.1) (29.34–59) 38 (77.5) (65.8–89.2)
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corresponding results for GPs. In this case, we also
found an association between high burnout and low
empathy, both overall and for depersonalization and
personal accomplishment. The association between
empathy and personal accomplishment was particu-
larly significant, at P< .001.
Discussion
Main findings
High empathy was significantly associated with low
burnout in both GPs and nurses in a healthcare district
with a registered population of over 366 000. While a
third of practitioners had high empathy according to
the JSPE, just 3.7% had high burnout scores on the
MBI. Professionals working in rural practices were sig-
nificantly less empathic that their colleagues in urban
practices. No differences between empathy and burn-
out were observed according to age or sex.
Empathy, burnout and health care profession
Our findings add to the international literature on
empathy and burnout in the healthcare profession.[7]
Burnout is an increasingly recognized problem in this
profession, and is a growing risk in countries and
regions that have been hit by austerity measures and
increasing demands on health services.[25] Stress,
which is closely related to burnout, has been identified
as the second largest cause of job absenteeism,[26]
and high burnout rates of between 12% and 40%
have been reported in certain settings.[27] Our obser-
vation of relatively low burnout (Table 1) rates in our
series is a positive finding, and may be related to the
high rates of empathy observed. However, further
studies are needed to investigate this association. It
should also be noted that burnout rates were consid-
erably higher (23%) in the domain of emotional
exhaustion (Table 3).
Empathy, burnout and place of work
Empathy levels were significantly higher in urban prac-
tices than in rural practices in our series as is
described in Table 1 and Figure 1. This finding should
be interpreted within the context of our study setting.
Sixteen of the 22 centres analysed were rural, and
rural centres in our district typically consist of multiple
clinics, at some distance from each other, staffed by
GPs and nurses who frequently work at more than
one clinic. The lower empathy scores observed for
rural GPs and nurses may reflect the fact that these
practitioners need to cater on a daily basis to the
diverse needs of different patient groups in different
locations. This observation of lower empathy among
rural practitioners could have important repercussions
regarding stimulating research in this area to further
clarify these findings and explore the reasons and to
seek more evidence to justify the need for more
resources in rural settings.
Empathy, burnout and sex
We found no significant differences between men and
women for levels of empathy or burnout. Even though
there was a predominance of women in all the age
groups, our findings show a higher proportion of
women in the younger age groups and a lower pro-
portion in the older age groups. Women have been
reported as being more empathic than men are,[28]
but in our series, the balance observed between sexes
is related to the characteristics of our region.
Empathy, burnout and profession
We expected to find higher empathy scores among
family nurses than GPs as empathy is typically seen as
an essential component of nursing care.[29] However,
we did not observe those results. As can be seen in
Tables 3 and 4, while we did observe higher rates of
low empathy among nurses, the difference with GPs
was not significant. We also found no significant differ-
ences between GPs and nurses for the level of burnout.
Strengths and limitations
The main limitation of this study is that it is a descrip-
tive study of just a few of the variables that might
intervene in the association between burnout and
empathy. Future studies should explore additional fac-
tors related to personal characteristics, family responsi-
bilities, society, and working environment that could
influence both burnout and empathy. It would also be
interesting to investigate causal relationships in future
studies.
Because our findings are largely based on survey
responses, there is also a risk that the participants’
answers might have been affected by response and
social desirability bias, particularly in the case of the
JSPE, as empathy is considered a ‘socially desirable’
attribute, and this test reflects professional attitudes
more than empathy as a global meaning.[30] However,
some of this bias will have been offset by our use of
widely recognized and validated instruments.
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Another limitation of the study is that we were
unable to analyse in detail the demographic character-
istics of the different centres included due to the
anonymous nature of our study.
Our study, however, also has certain strengths.
Apart from being the first study in the field to investi-
gate the association between empathy and burnout
among GPs and family nurses in a large healthcare dis-
trict, the main strength of our study is the large sam-
ple size, which enhances the reliability of our results
and constitutes a positive factor towards continuing to
explore the association between empathy, burnout,
and clinical outcomes in primary care. We believe that
our sample is representative of the primary care practi-
tioners in our health district. The response rate (52.7%)
was relatively high for a primary care setting and an
almost identical number of GPs and nurses answered
the survey.[31] The proportion of female respondents
reflects the predominance of women in primary care
in our district; in the year of the study, 58% of GPS
and 92% of nurses were women
It also adds to the yet limited body of knowledge
in this area and provides a reference point for com-
parison with other regions in Spain and worldwide.
Implications
The relatively low overall levels of burnout and high
rates of empathy detected by our study are reassuring,
but the higher rates of burnout detected in certain
domains of the MBI indicate the need for further
investigation, as does the detection of lower empathy
among rural practitioners. Moreover, the association
observed between high empathy and low burnout
adds weight to the theory that interventions aimed at
improving empathic engagement and resilience
among healthcare practitioners can help to reduce
burnout, improve physician and patient satisfaction,
and ultimately enhance clinical outcomes. However, a
broader view of the mental and emotional health of
primary care practitioners, together with the imple-
mentation of measures to detect and promote aware-
ness of burnout and to highlight the importance of
attributes such as empathy and resilience, should be a
priority for health institutions.
Conclusion
Although burnout was relatively uncommon in our
sample, it was associated with low levels of empathy.
This finding and our observation of lower empathy
levels in rural settings requires further investigation.
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